Section of Proctology 829
by metastases; the right lobe was clear. Microscopic examination showed adenocarcinoma of the rectum and liver. ).-Patient is well; no sign of recurrence. Comment.-The operation of left hepatectomy whereby the whole of the left lobe of the liver is excised is a feasible operation when metastases are localized to this lobe, the primary growth is operable and there are no other distant metastases. m and IV.-Carcinoma of Rectum. Abdominoperineal Proctosigmoidectomy.
II1.-Male, aged 34, had suffered from constipation, rectal bleeding and loss of weight extending over a period of five months. On examination he was thin and pale. There was an ulcerating carcinoma in the left lower quadrant of the ampulla of the rectum whose lower border was 7-5 cm. from the anal verge; freely mobile.
Operation (Mr. R. W. Raven).-18.11.47: Abdominoperineal proctosigmoidectomy. Eight days after the operation the bowels were opening normally. Faradic stimulation given to the anal sphincters.
Follow-up examination (14.7.48).-Patient is well. No sign of recurrence. He has good sphincteric control of fieces. There is some stenosis at the anosigmoid junction.
IV.-Male, aged 55, had suffered for seven years with soreness at the anus, recurrent attacks of rectal bleeding, and prolapsing internal hemorrhoids requiring replacement. On examination his general condition was good. On rectal examination there were prolapsing internal haemorrhoids. Sigmoidoscopy revealed a carcinoma situated 15 cm. from the anal verge, chiefly involving the anterior wall. Carcinoma confirmed by biopsy.
Operation (Mr. R. W. Raven).-26.1.48: Abdominoperineal proctosigmoidectomy. Several days after operation there was some sloughing of the sigmoid colon at the anus with infection and fever. It was decided to institute a transverse colostomy on 31.1.48.
Follow-up examination (14.7.48).-Patient is well. No sign of recurrence. Good healing of anal canal. Transverse colostomy working well. This was closed later and patient has good sphincteric control of faces.
Comment.-The two patients were selected to show certain features of the results of the operation. In the first patient a stricture has developed but this does not appear to affect the bowel action and he has almost perfect control over the stools. Stricture formation often occurs after abdominoperineal proctosigmoidectomy. In the second patient the sigmoid colon which had been brought through the anus sloughed and in order to prevent further infection and pelvic cellulitis a transverse colostomy was instituted and the infective process subsided; the patient made a good recovery. If this condition occurs after the operation a transverse colostomy is very desirable.
The perineal part of the operation of abdominoperineal proctosigmoidectomy is carried out as follows, with the patient in the lithotomy position: After' the usual toilet preparation an incision is made in the mid-line commencing at the tip of the coccyx and ending to the posterior border of the internal sphincter muscle of the anus. This incision is deepened until the fibres of the levatores ani muscles are seen and these are separated in the mid-line. The fascia propria is incised and the rectum and sigmoid are delivered into the wound. The levatores ani muscles are cut laterallv from the rectum which is separated anteriorly from the urethra or vagina. The anorectal junction is identified and divided, the upper divided end of the anal canal is held in tissue forceps. The tape around the area of proved vascularity in the sigmoid is identified and the colon is divided 6 cm. distal to this; the growth is thus removed. The proximal end of the sigmoid is passed through the anal canal and the tape should be localized at, or distal to, the anal orifice. No sutures are used to anchor the bowel; appendices epiploice are not removed since they carry small nutrient arteries to the bowel. A saline compress is placed around the protruding bowel. The levatores ani muscles are sutured together in the mid-line with interrupted sutures of silk, care being taken not to comptess the bowel and the rest of the wound is closed around a small rubber tube inserted into the presacral region. Several days after the operation the patient is instructed to exercise the anal sphincters; later faradic stimulation may increase their power of contractility. About the tenth post-operative day the protruding bowel is divided with the cautery at a point 2 cm. beyond the anal orifice providing the perineal wound has healed satisfactorily. The patient commences to have bowel actions about the fifth post-operative day and thereafter he is given a lubricant by mouth until these are regulated. Digital dilatation is carried out if the anus tends to constrict. After an interval of two months most patients have excellent sphincteric control of the anus with little or no soiling.
